13 other cases from the literature were reviewed by Thomson (1950). In all 13 babies, -vomiting was the presenting feature. It began at the first to fourth day of life and varied from regurgitant to projectile in type. The prognosis was good. Thomson added 2 cases of his own that he considered examples of neonatal achalasia and in both there had been vomiting of brown material that was probably blood. In one instance the passage of a catheter relieved the obstruction in the lower portion of the gullet in a manner similar to that described in Case I. In the other baby it was noticed that the gap between the lower end of the cesophageal dilatation and the stomach was relatively rather more than one expects in cardiospasm as seen in the adult. Thomson entitled his article "Neuromuscular Inco-ordination at the Cardia in the Newborn". It is interesting to note that under this heading, presumably because of the clinical similarity, he included with his two cases of alleged achalasia a third baby that he considered to have an abnormality of a different type, namely cardio-oesophageal relaxation as described by Neuhauser and Berenberg (1947).
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In recent years there has been appreciation of the importance in infancy of gastrocesophageal incompetence associated with a small loculus of stomach above the diaphragm. Characteristic clinical and radiological features have been described (Carre et al., 1952; Astley and Carre, 1954) . Reviewing Paterson's and Thomson's cases, with their stories of blood-stained vomiting from soon after birth and with their illustrating radiographs, it seems highly probably that they were really examples of this condition, presenting radiologically as temporary obstructions in the manner I have just described. The same may well apply to other instances in the literature and it is suggested that so-called cardiospasm or achalasia in early infancy is usually spastic obstruction at an intrathoracic cardia.
SUMMARY
(1) In infancy, temporary oesophageal obstruction just above the diaphragm, either complete or partial, usually proves to be associated with gastro-aesophageal incompetence and a small loculus of thoracic stomach. A single instance of apparently idiopathic spastic obstruction has also been observed.
(2) It is suggested that so-called cardiospasm in early infancy, with the exception of the post-operative type, is usually a temporary obstruction at an intrathoracic gastro-,msophageal junction and is not identical with the adult condition. Diagnostic Radiological Department, Westminster H-Iospital HODGKIN'S disease, although the commonest tumour of lymphoid tissue, is a comparatively rare disease, only 300 cases having been seen in a large radiotherapy clinic like Westminster Hospital during the last fifteen years.
The cervical and intrathoracic lymph nodes and the spleen are the tissues most frequently involved, but practically any part of the body may be affected.
A sufficiently large series has not been collected to assess the incidence of unusual forms accurately. Most reports deal with less than 200 cases and in these the incidence of pulmonary lesions varies between 11 ,' and 600%, and of bone lesions from 15-50 %. There are only about 110 cases of gastro-intestinal involvement in the literature. This is an unsatisfactory situation because accurate assessment of the extent of the disease is vital to successful treatment. It certainly appears that more elaborate X-ray investigations should be carried out, even if cervical glandular enlargement is the only clinical manifestation.
The classical X-ray picture of mediastinal lymphadenopathy may be due to many diseases. Although there are no characteristic X-ray appearances, Hodgkin's disease tends to involve the paratracheal and bifurcation groups more often than the bronchial groups. Conversely sarcoidosis and tuberculosis in recently tuberculinized peoples involve mainly the bronchial groups. Moreover, sarcoidosis and tuberculosis are nearly always bilateral, while Hodgkin's disease in its early stage is often unilateral and produces a much larger tumour in many Proceedings of the Royal Society of Medicine 36 instances. These large unilateral lesions may simulate a dermoid, a substernal thyroid, thymoma, lipoma or even a bronchogenic cyst. Pulmonary involvement is -usually in the form of an interstitial infiltration. In its early stages it merely produces a little increased striation and is often overlooked or mistaken for a radiation effect. When more extensive it resembles tuberculosis very closely but usually has a patchy distribution in odd situations. The absence of calcification should always arouse suspicion. In later stages there are areas of consolidation and collapse which are frequently complicated by cavitation. While the plain film may resemble tuberculosis or chronic suppuration, the tomographs show the cavitation to be irregular and craggy, quite unlike the cavitation of tuberculosis (Fig. 1) . In the rare instances in which a Hodgkin's cavity is smooth, the wall is unusually thick. In the Westminster Hospital series there have not been any tension cavities. In fact this type of lesion looks more like a late stage of an alveolar cell carcinoma or a fungoid infection than anything else.
It is estimated that in 1 to 5 % of cases, tuberculosis occurs as a late complication of Hodgkin's disease. Superimposed tuberculosis cannot be diagnosed radiologically and it is of interest that these cases are resistant to chemotherapy. Rarely a Hodgkin's infiltration tends to be unilateral and around the hilum, so that it looks exactly like a carcinoma (Figs.  2 and 3) .
Miliary Hodgkin's disease is very rare and indistinguishable from sarcoidosis. The foci are larger and less well defined than in miliary tuberculosis. Hodgkin's lymphangitis is also rare and identical with some forms of sarcoidosis. The presence of a large glandular component serves to distinguish Hodgkin's disease and sarcoidosis from lymphangitis carcinomatosa.
Round foci similar to metastases or tuberculomata are uncommon. They are sharply defined initially but as they invade they lose their definition and spread into the surrounding parenchyma.
Cardiac involvement is a very unusual late feature. The pericardium and myocardium are both affected. Obliteration of the normal cardiac contours as seen in constrictive pericarditis provides a clue to this complication. Invasion of the heart appears to be directly from the mediastinal glands.
SKELETAL CHANGES
Bone involvement is usually late although there are a few records where a lesion in a painful bone was the first manifestation. The bone lesions may be osteolytic (Fig. 4) , osteoblastic or of the mixed type.
Although textbooks stress the solitary dense vertebra, this is the least common manifestation. Extensive osteolytic deposits are much more frequent but not often sought for. The spine, ribs, pelvis, proximal femora and sternum are most commonly affected. Exceptionally, lesions occur in the lower limbs and forearms. Single lesions are said to be due to invasion from adjacent lymph nodes, whereas multiple bone involvement is haematogenous.
The osteolytic and mixed types can simulate metastases from many malignant tumours while the osteoblastic type is similar to deposits from carcinoma of the prostate. Occasionally the appearances are similar to those of plasmocytoma ( Fig. 5 ) or fibrous dysplasia. A periosteal reaction which is against fibrous dysplasia occasionally occurs in a long bone (Fig. 6 ). Proceedings of the Royal Society of Mledicine 38
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As an example of the difficulty in detecting these lesions at an early stage, a child with thoracic and abdominal Hodgkin's disease had pain in the right groin and the film of the abdomen shows only a little increased density of the right pubis (Fig. 7 ).
-~. . . . . . . . . . W . . . . . It has been suggested that the sclerotic bone lesions are not due to Hodgkin's infiltration but to a myelofibrosis following nitrogen mustard trbatment. This is unlikely since the -manifestations have been recorded long before nitrogen mustard therapy was instituted.
GASTRO-INTESTINAL TRACT So far as the gastro-intestinal tract lesions are concerned these are usually gross and late and often cannot be differentiated radiologically from carcinoma (Fig. 8 ). Sometimes mesenteric involvement produces the steatorrhceic pattern in the small bowel and involvement of the wall of the small gut simulates Crohn's disease. It 
